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This amendment is in response to Program Memorandum Transmittal #94-9, dated December 1994, adding preprint pages to
reflect coverage for home and community care for functionally disabled elderly individuals and personal care services for
individuals who are not inpatients or residents of a hospital, nursing facility, intermediate care facility for mentally retarded,
or institution for mental disease.
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PEN & Ink changes to CMS Form 179

Transmittal No 03-09

Number of the
Plan Section or Attachment

Attachment 3.1-A Page 9, item F

Attachment 3.1-A Page 9¢

Appendix 1 to Attachment 3.1-A

Appendix 1 to Attachment 3.1-A

Appendix 1 to Attachment 3.1-A

Attachment 3.1- B Page 8, Item F (Personal Care)

Appendix 1 to Attachment 3.1 B

Appendix 1 to Attachment 3.1 B

Appendix 1 to Attachment 3.1B

Number of the Superseded
Plan Section or Attachment

Line Through Provided with
Limitations & Indicate (NOT
PROVIDED)

DELETE; replaced with
approved # 03-09 Attachment
3.1-A page 10

Remove Item 24.f pages 52
& 52a and change to Item 26
and renumber pages as Pages
54 & 54a

Item 24g page 53 —
renumber as Page 52

Item 24h page 54 — renumber
as Page 53.

Line through Provided With
Limitations and Indicate —
(NOT PROVIDED)

Item 23f - Personal Care
Services; change to Item 25
and renumber pages from 52
and 52a to Pages 54 & 54a

Renumber pages 23¢g
Ambulatory Surgical Center
Page 53 to_ Page 52

Renumber pages 23h —
Birthing Center Facility
Services to Page 53



Revision: HCFA-PM-94-9 (MB) ‘ ATTACHMENT 3.1-A
December 1994 Page 10

State: Texas

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

25. Home and Community Care for Functionally Disabled Elderly Individuals, as defined,
described and limited in Supplement 2 to Attachment 3.1-A, and Appendices A_G to
Supplement 2 to Attachment 3.1-A.

X Provided Not Provided

26. Personal care services furnished to an individual who is not an inpatient or resident of a
hospital, nursing facility, intermediate care facility for the mentally retarded, or institution
for mental disease that are (A) authorized for the individual by a physician in accordance
with a pian of treatment, (B) provided by an individual who is qualified to provide such
services and who is not a member of the individual's family, and (C) furnished in a home.

X Provided: X State Approved (not physician) Service Plan allowed
X Services outside the home also allowed

X Limitations described on Attachment

____ Not Provided.
STATE Texas E-
DATE RECD___2-29:03 i
DATE APPVD__ 9=/ -03
DATE EFF 7-1-03 i
SUPERSEDES: NCNE - NEW PAGE Hera 179 __ T X 03:09

TNNo. _03-09
Supersedes Approval Date 9 ~/0 - 03 Effective Date ‘1 - | =03
TNNo. SUPERSEDES: NCNE - NEW PAGE
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Revision:

24.

25.

SUIPFRQEDES. NONE ; 33 ]
SUPERSEDES: NCNE - NEW PAGE COH TG _TX O3;Q_Q______ |

HCFA-PM-94-9 (MB) ATTACHMENT 3.1-B
December 1994 Page 9

State: Texas

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

Home and Community Care for Functionally Disabled Elderly Individuals, as defined,
described and limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to
Supplement 2 to Attachment 3.1-A.

Provided X Not Provided

Personal care services furnished to an individual who is not an inpatient or resident of a
hospital, nursing facility, intermediate care facility for the mentally retarded, or institution
for mental disease that are (A) authorized for the individual by a physician in accordance
with a plan of treatment, (B) provided by an individual who is qualified to provide such
services and who is not a member of the individual's family, and (C) furnished in a home.
X Provided: X State approved (not physician) Service Plan Allowed
X Services outside the home also allowed

X Limitations described on Attachment

Not provided.
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